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rapid increase, which on the third day exceeded the normal amount 
and on the sixth day amounted to 149 ounces. During this rapidly 
increasing secretion of urine the patient was extremely nervous and 
slept very little, although for the first few days, when the urine was 
fairly normal, the nervousness was not so marked. During this period 
of Polyuria the patient drank large quantities of water both day and 
night, the quantity corresponding fairly well with the amount excreted 
1 he patient constantly complained of thirst, and especially of dryness 
m the throat; no especial symptoms referable 'to the kidney were ob- 
th^bl dd the 0aly inconvenience was frequent desire to empty 


Oa the tenth day a solution of pyoktanin was injected into the kid¬ 
ney, the openings carefully closed, and the patient instructed to lie on 
the opposite side for one or two hours. The solution did not appear in 
the unne, however. A week later, before the daily irrigation, the 
patient passed seven and one-half ounces of urine of normal color. Im¬ 
mediately after the irrigation, twelve ounces of perfectly clear fluid was 
withdrawn from the bladder. Pyoktanin was again used two and four 
days after the first employment, but still with negative results. The 
increased quantity of urine passed was not in any way dependent upon 
the filling up of the bladder by the boric-acid solution used for irri¬ 
gating the wound, as there was no appreciable difference noticed in the 
quantity of urine passed within the same period before and after the 
irrigation. The ureter was demonstrated to be open only once, on the 
seventeenth day, when the quantity of urine passed was about normal. 
As the restlessness and nervousness of the patient subsided the quantity 
®| i H^°^ ecrea3€d » a “d thirst and dryness of the throat gradually 


The right kidney secreted from three to eleven ounces in the twenty- 
four hours, which was estimated by weighing the dressings when applied 
and when removed, the difference in weight of the dressings represent¬ 
ing the amount of uime excreted. 


The outcome of this case is not material, as the object of this report 
is only to show the feasibility of this method of operating. 


PULMONARY TUBERCULOSIS WITH ENTEBCUBRENT TYPHOID 
FEVER COMPLICATED BY PNEUMONIA—TRIPLE INFECTION. 

Br Augustus A Eshnee, M.D., 

OP PHILADELPHIA. 

PEOPESSOB OP CLINICAL MEDICINE IN THE PHILADELPHIA POLYCLINIC; PHYSICIAN TO THE 
PHILADELPHIA HOSPITAL. Era 

The following ease, though but an isolated one, would seem to be 
worthy of record by reason of the rarity of the combination of con¬ 
ditions it illustrates. Simultaneous triple infection is not common, 
although I have recently reported a case in which typhoid fever, pul- 
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monary tuberculosis, and syphilis coexisted, 1 at the same time making 
brief reference to the case now detailed at length: 

An unmarried colored woman, aged twenty-eight years, who had been 
employed as a domestic, was admitted to the Philadelphia Hospital on 
August 13, 1898, with a temperature of 102° F., a pulse of 102, and 
respirations of 28, complaining of dizziness, deafness, swelling of the 
throat, and soreness of the chest. The abdomen was distended, the 
tongue was coated, and the breath was offensive. The woman had felt 
ill for three days, with malaise, anorexia, feverishness, and looseness of 
the bowels. There had been no epistaxis and no abdominal tenderness. 
The patient appeared well nourished. The tongue was dry and coated; 
the pulse rapid and irregular, but of good volume and tension. There 
was some mental dulness, but no physical abnormity was detected. 
There was nothing noteworthy in the previous history, but a sister of 
the patient had died of pulmonary tuberculosis, a brother of coxalgia, 
and another of spinal meningitis. 

For the reduction of the temperature, which had risen to 104° F., 
the patient was sponged with ice-water and alcohol for twenty minutes 
oil the 13th, an ice-bag being kept applied to the head constantly; but 
this having no appreciable effect, cold packs were employed on the 
14th, at intervals of three hours, to the number of ten in tne course of 
twenty-seven hours. These also were without marked effect. On the 
15th a positive report was received as to the Widal test, and after three 
plunge-baths at this time the temperature fell below 102° F., and rose 
above this level only on the following day, to drop again in the sequence 
of a further bath, after which it gradually declined, reaching normal on 
the 21st, after nine days in the hospital. 

# During the illness there had been slight cough, some muttering deli¬ 
rium, and some (remulousness of speech, although the patient had slept 
fairly well The highest temperature recorded was 104.6° F., the highest 
pulse.120, and the highest respirations 36. The patient appeared to enter 
upon convalescence, although the temperature ran a little above the 
normal, though never higher than 100° F., until September 7th, when 
it rose to 101° F. There was now complaint of headache, and there 
had been on several occasions nausea after taking food. By the 11th 
the temperature had risen to 102.4° F. and the respirations to 40, while 
the pulse did not exceed 116. The patient now complained of severe 
pain in the right side of the chest, referred to the region of the nipple 
and the angle of the scapula and synchronous with inspiration. Respira¬ 
tion was labored, the nasal alee dilating on inspiration, and there was 
some delirium. On physical examination the pulmonary expansion 
was found deficient on the right side of the chest, with impairment of 
the percussion-resonance, subcrepitant rules on auscultation, and rela¬ 
tively increased vocal resonance and tactile fremitus.' The withdrawal 
of five ounces of blood from the right side of the chest by means of wet 
cups afforded immediate relief from pain, and the patient was made 
quite comfortable in this respect On the 14th the impairment of per¬ 
cussion-resonance had given place to dulness, the roughness of breathing 
had increased, and the subcrepitant were replaced by crepitant rales. 
The cough was short and painful and productive of but scanty expecto- 

i Philadelphia Medical Journal, March 25,1899, p. 679. 
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ration The respirations were rapid, reaching 40, and the pulse weak 
and thready, reaching 124. The temperature rose to 102.2 3 F. The 
urine contained a small amount of albumin and hyaline and granular 
tube-casts. On the 20th the temperature appeared to be filing by 
lysis. ^ On the 22d the patient was expectorating small amounts of 
tenacious, blood-streaked sputum, in which pneumococci were found 
but no tubercle bacilli. On the 24th the temperature reached normal! 
and so continued. The physical signs of pulmonary consolidation indi¬ 
cated only tardy clearing up, and the patient continued to be much 
troubled with nausea and vomiting; nor did she seem able to acquire 
strength. On the 27th the patient, quite unexpectedly, was noticed to 
grasp for breath. The pulse shortly became imperceptible, and death 
had taken place within thirty minutes. 

Upon post-mortem examination the left pleura was found adherent 
at the apex of the cavity, while on the right side firm adhesions were 
present anteriorly, posteriorly, and at the base. The pericardium con¬ 
tained about 5 c.cm. of blood-tinged fluid, and a few milk-spots were 
present on the posterior aspect of the visceral layer. The heart was 
covered with a thin layer of subnericardial fat. The myocardium was on 
section flabby and friable, pale Drown in color, and granular in appear¬ 
ance. Here and there were areas, light yellow in color, probably of a 
fatty nature. The right side of the neart was greatly diluted and the 
muscular wall was quite thin. The tricuspid orifice easily admitted 
three fingers. The remaining valves and orifices presented no abnor¬ 
mality. The left lung was crepitant and emphysematous at its margins, 
upon section serum exuded and a number of tubercles came into view 
at the apex, some caseous and some purulent. The right lung was 
quite firm throughout, especially at the base. Upon section the knife 
encountered distinct resistance, and the organ was found consolidated 
from apex to the base. At the apex the lung had a nodular feel¬ 
ing, while at the base it was uniformly solid. The cut surface was 
brownish in color, and in places pus exuded. Bits removed sank in 
spleen presented a smooth surface; its pulp was soft and 
friable.. The kidneys were pale, reddish-yellow on section, with the 
cortex increased greatly and of a fatty appearance; the structure of 
the organs was soft and friable. The surface of the liver was smooth 
its edges rounded, its substance friable, its divided surface light red in 
color, and of granular appearance. The small intestine contained the 
remains of old ulcers, apparently healed. 

This case presents several considerations of interest. In the first 
place it is characterized by the concurrence of three distinct infec¬ 
tious processes—tuberculosis, typhoid fever, and croupous pneumonia. 
There is no obvious aud inherent reason why such an association should 
not take place, but as a matter of fact it is not common. In this case 
I should consider it coincidental and accidental, and not indicative of 
any more intimate inter-relationship. It is true that certain diseases 
seem to predispose to the development of certain other diseases, but any 
such relation would hardly be contended for in the present instance. 
We are, on the other hand, without adequate evidence that the exist¬ 
ence of one infectious disease is antagonistic to the development of any 
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other infectious disease. I should think that the tuberculosis was an 
ancient process, and probably the earliest of the three, because of its 
limitation to the apex and the caseous changes that had already begun 
to take place in it. No dependence, in this connection, can be placed 
upon the temperature, which declined almost to the normal when the 
attack of typhoid fever had come to an end, and actually to the normal 
while the pneumonia was yet unresolved. 

It has in the past been thought by some observers that an antagonism 
existed between typhoid fever and tuberculosis. Thus Murchison 1 
quotes M’Forget as making the statement that persons suffering from 
pulmonary tuberculosis are rarely attacked by typhoid fever and as 
regarding the former as a preservative against the latter, although 
Murchison adds: ** Whether this be so or not, an attack of enteric 
fever is often followed by tuberculous deposits in the lungs.” 

Osier 2 states that “ typhoid fever occasionally occurs in persons the 
subject of pulmonary tuberculosis. In four cases of eighty autopsies 
in typhoid fever tuberculous lesions were present There are cases on 
record also of acute miliary tuberculosis and typhoid fever present in 
the same subject. There is a wide-spread opinion that typhoid fever 
predisposes to tuberculosis, and Wilson Fox, in his treatise on Dtiewes 
of the Lungs, gives reference to a number of cases. In my experience 
it has been very rare. I have no recollection of an instance in which 
tuberculosis has developed either during convalescence or immediately 
after recovery from typhoid fever.” Tuberculosis is not mentioned at 
all as a complication among 389 cases of typhoid fever reported by Osier. 3 

Although the association of the two diseases is perhaps not actually 
common, there is abundant evidence to remove all doubt as to its occur¬ 
rence, and of the fact that typhoid fever may develop in a tuberculous 
subject, and tuberculosis in the course or sequence of an attack of 
typhoid fever, and either bowel or lung or both be involved in the tuber¬ 
culous process. Among 2000 fatal cases of typhoid fever examined 
after death at Munich, Holscher 4 noted 108(5.4 per cent.) of tuber¬ 
culosis in various situations, and he quotes Gruber 5 * as having noted 
among 710 fatal cases of typhoid fever twenty-two (3.3 per cent.) com¬ 
plicated by old tuberculosis of the lungs. Bettke,* among 1420 cases 
of typhoid fever at Basle, noted twenty-three (1.6 per cent.) in tuber¬ 
culous subjects; while Dopfer 7 noted tuberculosis in forty-six (5 per 
cent.) among 927 cases of typhoid fever. 

1 The Continued Fevers of Great Britain, third edition. London, 1881. 

5 Principles and Practice of Medicine, 1898, third edition, p. 315. 

3 Johns Hopkins Hospital Reports, vols. iv. and v. 

4 MUnchener med. Wochenschrift, January 20 and 27.1891. 

5 Dissertation: Ueber Complication von Typhus and Tuberculose, 1887. 

• Deutsche Klinlk, October 15 and November 26,1870. 

7 MUnchener med. Wochenschrift, September 11,1888. 
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The pneumonia in the present instance was evidently a late complica¬ 
tion. It was lobar in type, and, as microscopical examination of the 
sputum stained during life showed, of pneumococcous origin. Croupous 
pneumonia complicating typhoid fever occurs, as a rule, at the height 
of the attack or toward the close of the febrile period, rarely at the 
onset, and seldom during convalescence or in the course of a relapse. 
Lobar pneumonia is les3 common than lobular pneumonia. Thus 
among the 2000 fatal cases at Munich, Holscher 1 noted 164 cases of 
lobular pneumonia (8.2 per cent.); 138 of croupous pneumonia (6.9 
per cent.): and twelve of desquamative pneumonia (0.6 per cent.). 
Bettke, 2 among the 1420 cases at Basle, noted fifty-two of lobar pneu¬ 
monia (3.6 per cent.), and lobular pneumonia in only fifteen cases 
(1 per cent.), although he adds the qualification that he did not ven¬ 
ture the diagnosis of lobular pneumonia in cases in which recovery 
ensued, and he admits that he may thus have included some of these 
cases among the number of those of lobar pneumonia. Finally, Dopfer 3 
noted among his 927 cases sixty-three of lobular pneumonia (6.8 per 
cent); thirteen of hypostatic pneumonia (1.3 per cent); two of des¬ 
quamative pneumonia (0.2 per cent.); and fifty-five of croupous pneu¬ 
monia (6 per cent). 

Among 229 cases of typhoid fever observed by Osier at the Johns 
Hopkins Hospital, 4 seven were complicated by pneumonia, and two of 
these terminated fatally. Among 160 additional cases, 4 pneumonia as 
a complication is not mentioned. 

A. Frank el* relates that among 500 coses of typhoid fever seen in 
the course of nine years he has observed six complicated by true fibrin¬ 
ous pneumona. 

The lobular pneumonia complicating typhoid fever is due principally 
to the activity of pyogenic cocci, and especially streptococci and staphy¬ 
lococci, though it is believed that typhoid bacilli also may play a causa¬ 
tive role. Croupous pneumonia complicating typhoid fever is dependent 
almost exclusively upon the activity of the pneumococcus of Frankel- 
Weichselbaum, rarely upon that of the bacillus of Friedlander. In 
some cases the typhoid bacillus is responsible for the pneumonia, and 
then the complication is most likely to occur early. This form of pneu¬ 
monia is said to be frequently unattended with a chill, to be marked by 
less rapid elevation of temperature, less pronounced infiltration, tardy 
recession, and an absence of the characteristic sputa. 7 It is only to 
cases of typhoid fever in which the complicating pneumonia is depend¬ 
ent upon the typhoid bacillus that the designation pneumo-typhoid or 
typhoid pneumonia can with propriety be applied. 

» Op. cit. * Op. ciL a Op. dL 

« Johna Hopkins Hospital Reports, vol. iy., 1895. 8 Loc. clL, voL v., 1895. 

• Berliner klinisebe Wochenschrift, March 20,1899, p. 2CC. 

7 Cni fi c hmann . Nothnagel's SpecieUe Patbologie a. Theraple, 3. Band, I. Theil. 
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A CASE OF MITRAL STENOSIS, WITH FEVER (NON-M A LABIAL) 
OF RELAPSING TYPE. 

By Frederick P. Henry, 

OP PHILADELPHIA, PA. 

The title of this report is open to criticism, inasmuch as the fostigium 
of relapsing fever continues for a period of several days, whereas in the 
case I am about to discuss the acme of the fever was maintained for but 
a few hours. In employing the adjective relapsing I mean to imply a 
fever recurring at intervals of about one week, and, so far as I am 
aware, such a type of fever, in connection with endocarditis, has not 
been hitherto described. In a paper entitled “ The Chronic Intermit¬ 
tent Fever of Endocarditis,” * Osier reviews the literature of the sub¬ 
ject, mostly English, and finds one of the earliest references to it in 
Ormerod’s Gulstonian Lectures, which were published in 1851. In this 
case there were two febrile paroxysms daily, and in all the reports with 
which I am acquainted the type of fever has been either quotidian, 
tertian, or, as in Ormerod’s case, double quotidian. The rarity of the 
febrile type presented by my case has seemed to me sufficient warrant 
for its publication. 

Margaret D., aged nineteen years, dressmaker, admitted January 21, 
1899. Father living and well at the age of sixty-eight years; mother 
died at the age of thirty-two yeare of pneumonia. Has had four 
brothers and three sisters, of whom one brother and two sisters are 
living. The patient had typhoid fever three years ago; rheumatism in 
childhood; pneumonia a few months ago. She has lived in Philadel¬ 
phia all her life. 

Present Illness,. About ten days before admission she began to feel 
weak and languid and disinclined to work, with headaches, pains in the 
back of the neck and back, and poor appetite. In addition there was 
anorexia, occasional nausea and vomiting, soreness in the abdomen, 
epistaxis, diminished excretion of urine, and cough. The menses have 
been suspended for two months. The patient is a fairly well nourished 
white female of average height. Her face is flushed, expression dull, 
eyes half closed, tongue lightly coated and tremulous; pulse 96, respira¬ 
tions 30, temperature on admission 99.2° F. 

Physical examination revealed nothing abnormal except a typical 
presystolic murmur, low pitched, prolonged and rumbling, followed by 
short, sharp, first sound, the second sound being scarcely audible at the 
apex. The heart is but little if at all enlarged, the apex-beat being 
palpable in the fifth intercostal space within the mammary line. 

On the day after admission the temperature became normal, and so 
continued until the 26th, five days later, when it began to rise. On 
the 28th, at 8 A.M., it reached 101.4° F.; on the 29th it was again 
normal, and remained so until February 4th (six days later), when it 

i Practitioner, 1893, vot. 1. p. 181. 
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